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cases are, no doubt, very difficult to diagnose in the early
stage, but I feel sure that if they are looked for a consider-
able number, especially of the osseous deposits, will be
found and recognised. I have now operated on some half a
dozen cases of this kind-not nearly so many as I could
wish,-and I can recall others which came under observa-
tion before I thoroughly understood the importance of the
matter in which I would now intervene by operation. Of
the cases which I have had affecting the ankle, tarsus,
elbow, and knee, I have only had recurrence in one

instance.
Of cases seen at a later stage of the disease, where

suppuration has not yet occurred, we have three great
classes-viz., those where diffuse synovial thickening is

accompanied by, and usually secondary to, an osseous

deposit, those where there is diffuse synovial thickening
alone, and those where either of the above conditions is
accompanied by marked deformity. As regards the first of
these conditions, I may say that, as far as I have had the
opportunity of investigating the matter, I believe that,
while in the case of disease of the synovial membrane com-
plete cure, with disappearance of all the tubercular tissue,
is not an uncommon occurrence after expectant treatment,
this is much less frequently the result in cases where there
is an osseous deposit. In these cases the apparent recovery
is too often merely a period of quiegcence, rather than
a cure of the disease, and therefore in these instances
the trouble is apt to break out again ; sometimes,
after a comparatively slight injury. Hence, in cases

where there is undoubtedly an osseous deposit I believe
that the best thing for the patient is to interfere by opera-
tion, in the case of children by removal of the deposit and
the thickened synovial membrane (arthrectomy), in adults
by excision, if possible. The cases which are most likely
to do well under expectant treatment are those where the
disease is limited in the first instance to the synovial mem-
brane, and more especially those where the thickening is
not very marked and is pretty firm; and in children I should
employ expectant treatment in the first instance in all cases
of diffuse and pure synovial disease, and persevere in it so
long as matters were steadily improving, or, at any rate,
not becoming worse. If, in spite of treatment, the thicken-
ing steadily increases and becomes softer and other parts of
the joint become involved, the question of operative treat-
ment must, of course, be taken into consideration. Where
in addition to the disease of the joint deformity has
occurred which can only be remedied by operation, then
the age and general condition of the patient play an im-
portant part in the decision as to whether operation should
be performed at once or whether it may be delayed for a
time. I think that in most cases in children where there
are no other circumstances which demand operation-that
is to say, where, were it not for the deformity, expectant
treatment would be employed, and where excision would
be necessary to remedy the malposition-it is better to
leave it alone till the patient has attained adult life; of
course, employing apparatus to prevent further deformity,
and perhaps remedy, or at least improve, what exists. The
deficiency of growth due to disuse will be less than that
following excision.
The last point which I shall touch on is what form of

treatment should be employed when septic sinuses are

already present. Shall we simply dress the wounds and go
on with expectant treatment as if there were no sinuses
present, or shall we adopt some form of operative treatment?
Of course, when the sinuses lead to osseous deposits outside
the joint there can be no doubt that the proper treat-
ment is to clear out these dep@sits and remove the wall of
the sinus. Where in children the sinuses lead to thickened

synovial membrane or into the interior of the joint absolute
immobilisation and pressure may be employed for a time,
provided that there is not much discharge and nothing in
the general condition to contraindicate delay. Although
in some cases great improvement follows this treatment, I
cannot say that I have been favourably impressed by my
experience of it or by what I have read, and I think that
in most cases where septic sinuses are present some form of
operative interference is desirable. Of twenty-one cases in
my statistics which were,.admitted with septic sinuses, and
in which expectant treatment was employed, only two com-
pletely healed, and most of them were discharged from the
hospital in much the same condition as when they were
admitted. A septic state of the part aids the spread of the
tubercular virus by weakening the vitality of the tissues,

and therefore the thorough removal of the disease seems
more desirable than where there is no sepsis. At first I
was inclined to think that the presence of septic sinuses
contraindicated arthrectomy, but of late I have several
times performed complete arthrectomy in children under
these circumstances, sponging the parts afterwards with
undiluted carbolic acid, and with very good results.
To sum up. Operative interference is desirable in the

following cases : where chronic suppuration has occurred ;
at an early stage, where the disease is localised to one part
of the synovial membrane or bone ; in many cases, at a
later stage, where there is a deposit in the bone along with
general synovial thickening ; in cases of diffuse synovial
thickening, where expectant treatment has failed to arrest
the progress of the disease; in cases where a better functionalresult can be obtained by operation; in cases, in adults,
where deformities are present which can only be remedied
by operation; in many cases where there are septic sinuses;
in certain cases where phthisis is present, or the general
condition such as to require removal of the disease ;
in adults more frequently than in children; in the poor more
frequently than in the rich Expectant treatment should
be employed in the first instance in cases of diffuse synovial
disease without suppuration provided that there are no
other reasons requiring operative interference, and it should
be persevered in so long as improvement follows ; also at
first in cases in children where osseous deposits are present
in parts where they cannot be reached without excision or
in cases where the presence of deposits in the bone is
doubtful; also in some instances where septic sinuses are
present. In any case it should be persevered in longer in
children than in adults. It will thus be seen that I limit
the sphere of expectant treatment considerably, and this.
limitation is mainly due to the fact that under aseptic pre-
cautions we can now cut into joints at an early stage,
while they are as yet comparatively healthy, and remove,
portions of synovial membrane or bone without fear of doing.
harm by our operation and with a good chance of ridding the
patient of his disease and getting a useful joint. The cures.
by expectant treatment when it is carried to excess are.
often obtained only at a great expenditure of time and after
great endurance of pain and at a certain risk to the patient s.
and it by no means follows because a good result is obtained
in any given case by expectant treatment that it would not
have been wiser, and that in a number of similar cases the
results would not have been on the whole better, had
operative measures been employed.

In thus attempting to indicate the limits of expectant
and operative treatment, I am well aware how far I have
come short of what is wanted; but in these diseases,
perhaps more than in any other, so many points have to b&
taken into consideration, and so much depends on the,
circumstances of each individual case, that it is quite im-
possible to lay down rules which are universally applicable,
and one cannot do more than indicate some of the chief.
points which must be taken into consideration in coming to.
a decision. I hope, however, that I have introduced a
sufficient amount of contentious matter to enable us ta.
have a good discussion.

CASE OF DIAPHRAGMATIC HERNIA; PER-
FORATION OF THE STOMACH WITHIN

THE PLEURAL CAVITY.

BY G. OSCAR JACOBSEN, M.R.C.S., L.R.C.P.,
AND

T. W. MITCHELL, M.B., C.M. EDIN.

THE following case of perforation of the stomach, reveals
ing at the post-mortem examination a diaphragmatic hernia,
we think of sufficient interest to record. The history of the
case is as follows :-
On Oct. lOth, 1890, about 7.30 P.M., Dr. Grove of St. Ives

received a telegram requesting him to meet the train from
Ely, as the guard, E. S-, had been suddenly seized with
acute illness. On the train’s arrival the man was found
crouching on the floor of the van, with his heels close to his
buttocks, and supporting himself by his hands, and evidently
suffering from most acute abdominal pain. No history could
be obtained from him, except that he had been 11 griped at
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times during the day." Dr. Grove, finding the pulse
tolerably good, but face anxious, immediately ordered him
to be taken home by train, and accompanied him. On
arrival there an opiate was administered, and hot stupes
were applied to the abdomen. Instructions were given that
if he became worse Mr. Jacobsen was to be sent for.
The man rapidly became worse, and accordingly Mr.
lacobsen was called to see him about 9.30 r. M. On his arrival
he found the patient sitting in bed, with body bent forwards
and legs drawn up. He was calling out in the greatest
agony. His face was livid and anxious, the surface of the
body cold and clammy, and the pulse failing. The abdominal
muscles were rigid, but there was no appreciable increase of
pain on pressure, and no tympanites. The same treatment
was ordered to be continued, with the addition of poultices.
During the night there was no improvement, and at eight
o’clock next morning Mr. Jacobsen was again sent for, but
on his arrival found the man dead.
The necropsy was performed under considerable difficulties,

as, owing to the circumstances of the case, the relatives
were very anxious that the abdomen only should be opened.
It was made by Mr. Jacobsen, Dr. Mitchell, and Dr. Grove.
The body was that of a well-nourished man of fifty.seven.
On opening the abdomen about 12 oz. of clear fluid and
about 2 oz. of curdy pus were found. The intestines
showed evidence of commencing inflammation at various
points, but peritonitis was by no means general. While
the contents of the abdominal cavity remained in sitit. no
trace of the great omentum could be seen. What at first
sight appeared to be a stomach of small size proved on
closer examination to be the duodenum, displaced, and
greatly distended. It was lying in the epigastric region,
overlapped by the transverse colon, and crossed the middle
line of the body from left to right and from above
downwards. In shape it roughly resembled a contracted
stomach. The intestinal tract below this point appeared
normal in shape and relations. On pulling gently on the
upper end of the duodenum the pyloric end of the
stomach and a considerable portion of the great omentum
came slowly through the diaphragm, accompanied by some
pus. About two inches from the pylorus wag found a clean
cut punched-out perforation on the posterior wall towards
the lesser curvature, which could just admit the end of a
cedar pencil. As no more of the omentum could be pulled
through the diaphragm, the latter was carefully opened at
the point of emergence of the omentum, and the band was
passed into the thorax, when all the tissues surrounding the
diaphragm were felt firmly matted together, evidently by
old adhesions. On separating these the hand was passed
further up, and the rest of the omentum was felt adherent
at various points to the parietal layer of the pleural. The
adhesions were chiefly to the outer aspect, and posteriorly,
where they extended up to the level of the fifth rib. The
thorax was now opened, and on removing its anterior
wall the following condition was observed. The left 
lung occupied the extreme upper limit of the pleural
cavity. It was not larger than a man’s fist, but ap-
peared to be of a healthy, spongy texture. The heart
was displaced far to the right, its left border being just
in the middle line, and not bulging at any place into
the cavity. The lower portion of the pleural cavity
posteriorly, and to the outer side, was occupied by the
great omentum, the remainder being occupied by the
stomach. Surrounding the seat of the perforation in the
stomach there was a large abscess cavity, which, on re-
placing all the contents of the left pleural cavity, was
found to have the following boundaries: above and in
front, the pyloric end of the stomach, to the right the peri-
cardium ; below the diaphragm, posteriorly and to the left,
the great omentum. The latter was considerably ulcerated,
and contained pus in its interstices. The pericardial wall
was somewhat inflamed. The stomach waa of large size,
and the mucous surface was practically healthy, except at
the seat of the perforation, where it showed signs of
chronic inflammation. The ulcer presented on its inner
aspect the typical amphitheatre appearance, shelving
towards the perforation, which was apparently not of quite
recent date. All the other organs examined were healthy,
with the exception of the spleen, which was greatly
atrophied, being no larger than a supra-renal capsule.
This case is of considerable interest, in the first place,

owing to the extreme suddenness and severity of the illness,
which terminated in less than twelve hours after the first
onset of acute symptoms, and also from the extent of the

morbid processes-perforation of the stomach and abscess
formation,-which had previously occurred without any
evident symptoms. Of greater interest was the remark-
able disposition of the abdominal and thoracic organs, and
the fact of perforation of the stomach occurring within the
pleural cavity. The origin of the hernial condition is
doubtful, but the following brief outline of an accident
which occurred to the deceased eighteen years ago may
show a probable explanation. The man, then a luggage
guard, was one evening noting the numbers of his vans,
and was bending forwards with his lamp under his left arm when he was caught between two buffers, and the left
arm and side were severely crushed. He was carried home,
denies having broken any of his ribs, but said " his
left side felt as if it had been inwardly broken." For many
days lie was in great danger, and had complete obstruction
of the bowels, " not being able to pass anything through
him, nor yet able to vomit." He kept to his bed between
three and four months. Since then he has always suffered
more or less from indigestion. What we believe to have
been the sequence of events which led to the man’s death is
shortly as follows. The man had long suffered from chronic
dyspepsia, which led to the formation of a gastric ulcer.
This terminated in perforation, and the formation of an
abscess in the situation described was the result. Extending
gradually downwards, the abscess eventually discharged
into the abdominal cavity through the hernial opening in
the diaphragm. This would explain the sudden onset of
acute symptoms, which terminated so rapidly in death.
Huntingdon.

A CASE OF OPIUM POISONING TREATED
BY ATROPINE.

BY G. H. COOKE, M.R.C.S., L.R. C.P.,
LATE HOUSE PHYSICIAN, ROYAL INFIRMARY, MANCHESTER.

H B-, a female, aged forty-three years, was brought
to the Royal Infirmary, Manchester, at 6.20 P.M. on

August 12th, 1890, by a friend who stated that she had
taken laudanum. She walked in with a little assistance,
and on inquiry stated that she had taken twopennyworth
of laudanum about an hour and a half previously for
diarrhoea ; from inquiry afterwards I found the amount
used was three drachms of tincture of opium. The patient
was perfectly conscious, though drowsy; skin normal;
face flushed ; pupils strongly contracted, though not pin
point, and gave no reaction to light; tongue moist, with
slight brown fur ; breath emitted an odour of alcohol;
pulse high tension, 120, regular; legs pitted slightly on
pressure. Three minims of liquor atropine sulphatis were
administered to her hypodermically and her stomach
thoroughly washed out, the washings emitting an odour
rather strongly of alcohol and slightly of laudanum;
strong coffee was also given by the mouth. At 6.35 the
drowsiness had increased; the pupils were still the same;
three minims of atropine were again injected. During
the next half hour the drowsiness increased so much
that she could not stand, and the battery was brought
into requisition to keep her awake; the pupils were not
so contracted ; respiration and pulse about the same.
At 7.15 the patient could still be roused; pupils as

before ; respiration becoming stertorous ; pulse 95, full and
regular; stupor getting deeper and deeper. At 7.40 the
condition was much the same ; four minims of atropine
were injected. At 8.30 p.M.-she was almost comatose, and
was with difficulty roused by the battery; respiration still
stertorous, but no sign of irregularity had developed; skin
dry; heat of body well preserved; five minims of liquor
strychni&aelig; were injected, and the administration of coffee
was continued. At 9.45 the patient was quite comatose;
no reaction to battery ; respiration now shallower and ten-
dency to irregularity; pulse 90, still, full, and regular; four
minims of liquor atropi&aelig; were again injected. During the
next half hour a marked improvement had taken place, so
that at 10.30 she reacted fairly well to the battery, and the
respiration now became less stertorous. The improvement
continued, and at 12 P, M. she could easily be roused. At
1.15 A. M. she had recovered so far as to be able to walk
with assistance to the wards. A few words will suffice to
describe the condition of the patient during the time she
remained in the infirmary. The next morning the tempera-


